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Abstract
Background. In the nearly a quarter of a century since the addition of the clinically significant
distress/impairment criterion to the definition of PTSD in DSM-IV, little research has been
done to examine the association of this criterion with symptom group criteria and with the
numbing subgroup specifically. This study was conducted to examine these relationships in
a large database of disaster survivors consistently studied across 12 different incidents of
the full range of disaster typology.
Methods. Analysis was conducted on a merged database representing 1187 trauma-exposed
survivors of 12 different disasters studied systematically. DSM-IV-TR criteria for disaster-
related PTSD were assessed with the Diagnostic Interview Schedule.
Results. PTSD Group C (avoidance/numbing) and numbing specifically were less common
and more associated than other symptom groups with criterion F (distress/impairment).
Consistently in multivariable models, group C and numbing were independently associated
with criterion F. Group D (hyperarousal) was less strongly associated with criterion
F. Neither group B (intrusion) nor avoidance were associated with criterion F.
Conclusions. In this and other studies, group C and numbing specifically have been shown to
be associated with criterion F, which is consistent with the demonstration that group C and
the numbing component specifically are central to the psychopathology of PTSD. The add-
ition of the distress/impairment requirement broadly across the psychiatric diagnoses in
DSM-IV added little value to PTSD symptom criteria. Future revisions of diagnostic criteria
may benefit by carefully considering these findings to possibly re-include a prominent numb-
ing symptom section.
Introduction
Posttraumatic stress disorder (PTSD) is a psychiatric disorder that is conditionally defined; its
symptoms must develop temporally (beginning or worsening after the event) or contextually
(recollections/reminders specific to the event) in relation to a qualifying exposure to a trau-
matic event (criterion A) (Breslau et al., 2002; North et al., 2009; Downs, North, 2017).
Most existing research on PTSD symptom groups has examined the three symptom group cat-
egories that were originally established for PTSD in DSM-III and retained, with modifications,
in DSM-III-R, DSM-IV, and DSM-IV-TR (North et al., 2016). In DSM-IV-TR (American
Psychiatric Association, 2000), these three symptom groups comprise intrusive re-experience
(criterion B), avoidance and numbing (criterion C), and hyperarousal (criterion D). To meet
diagnostic criteria, the symptoms must also persist for >1 month (criterion E) and cause clin-
ically significant distress or impairment in social, occupational, or other important areas of
functioning (criterion F). The clinically significant distress or functional impairment require-
ment was added not only to PTSD but also across the psychiatric disorders in DSM-IV to
improve differentiation between normality and psychopathology (American Psychiatric
Association, 1994).
DSM-5 criteria (American Psychiatric Association, 2013) for PTSD have rearranged the
symptom groups, dropping one symptom (foreshortened future, a numbing symptom) and
adding three negative cognitions/emotion symptoms and a hyperarousal symptom (reckless/
self-destructive behavior) (North et al., 2016). The old symptom group C was split into a
new smaller group C (two symptoms) and a new group D, thus bumping the hyperarousal
group up one letter to become criterion E, the duration requirement to criterion F, and the
distress/impairment criterion to criterion G. Because most of the DSM-IV PTSD symptom
content was preserved (although redistributed across symptom groups) in DSM-5, symptoms
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provided by the newer criteria can be compared with prior
research on the symptom groups and vice versa.
Extensive clinical and epidemiological research conducted on
the DSM-IV-TR PTSD symptom groups has consistently found
that a lower prevalence of avoidance and numbing (group C)
than of intrusive re-experience (group B) and hyperarousal
(group D) (Solomon and Canino, 1990; Norris, 1992, 2002;
Ehlers et al., 1998; Maes et al., 1998; North et al., 1999, 2012;
Schell et al., 2004). This literature has further established that
group C is particularly predictive of PTSD, distinguishing this
symptom group as a marker for PTSD and an indicator of the
core psychopathology of PTSD, in contrast to groups B and D
which represent largely normative trauma responses (Ehlers
et al., 1998; Maes et al., 1998; North et al., 1999, 2012;
McMillen et al., 2000; Breslau, 2001; Breslau et al., 2004, 2005;
Schell et al., 2004; North and Oliver, 2013; Whitman et al.,
2013; Downs and North, 2017). Other research has also found
that numbing symptoms appear to be substantially less prevalent
than avoidance symptoms and that the numbing symptoms
appear to be the component of DSM-IV group C that is most spe-
cifically associated with PTSD (Foa et al., 1995; Feeny et al., 2000;
Carper et al., 2015). Thus, prior research has convincingly estab-
lished the importance of the role of symptom group C in the diag-
nosis of PTSD.
No consensus has been established, however about the role of
the distress/impairment criterion in PTSD in the nearly a quarter
of a century since its addition to the definition of PTSD. In par-
ticular, research is needed to examine the distress/impairment cri-
teria specifically in relation to PTSD symptom groups and
particularly numbing. This study was conducted to examine
these relationships in a large database of disaster survivors con-
sistently studied across 12 different incidents of the full range of
disaster typology.
Methods
Data collected from 1187 trauma-exposed survivors of 12 differ-
ent disasters were merged for analysis. See Table 1 for a descrip-
tion of these disasters and the numbers from each. The 12
disasters include three natural disasters (tornado, earthquake,
flood), two technological accidents (plane crash, firestorm), four
multiple-shooting incidents, two terrorist bombings (Murrah
Federal Building in Oklahoma City, OK; US Embassy in
Nairobi, Kenya), and the 9/11 terrorist attacks on New York
City’s World Trade Center (WTC).
Directly-exposed samples from six disasters (plane-hotel
crash; tornado; Oklahoma City bombing; and multiple-shooting
incidents at a cafeteria, university campus, and local businesses)
were systematically collected (77% participation) and interviewed
1–6 months post-disaster. Directly-exposed samples for four
disasters (earthquake, courthouse shooting, floods, firestorm)
comprised volunteer samples (unknown participation rate) inter-
viewed 2–4 months post-disaster. The directly-exposed sample
from the terrorist bombing of the US embassy in Nairobi,
Kenya consisted of employees selected systematically from busi-
nesses in buildings in the path of the bomb blast (69% participa-
tion) interviewed 9 months post-bombing. The trauma-exposed
sample from the 9/11 attacks on New York City’s World Trade
Center comprised a volunteer sample of employees from affected
area companies interviewed approximately 35 months post-
disaster. Published articles from these studies provide full meth-
odological details (North et al., 1989a, 1989b, 1994, 1999, 2004,
2005, 2008, 2011a, 2011b, 2012; Smith et al., 1990; McMillen
et al., 2000, 2002; Johnson et al., 2002; North and King, 2009).
The rationale for combining data from these 12 disasters is that
the disasters were severe, resulting in multiple fatalities, and
trauma-exposed survivors all 12 disasters were studied using con-
sistent methodology by one research team.
Institutional Review Board (IRB) approval for these studies
was obtained prior to conducting the research. All participants
provided written informed consent at the time of enrollment
into the research study.
The PTSD module of the Diagnostic Interview Schedule (DIS)
(Robins et al., 1989, 2000) was administered by professionals who
were formally trained on this structured interview. PTSD criterion
F (clinically significant distress or functional impairment in
DSM-IV) was operationalized by the DIS as any positive on
any of the following: told a doctor or other health professional
about the symptoms, took medication for the symptoms, or the
symptoms resulted in difficulties with family, friends, or work.
Data analysis
The diagnostic algorithm was programed to yield DSM-IV-TR
diagnoses for all disaster samples, accommodating the one change
in symptom group criteria between DSM-III-R and DSM-IV-TR
that involved moving one symptom (physiological reactions to
trauma reminders) from group D in DSM-III-R to group B in
DSM-IV-TR. The main variables for the analyses in this study
are dichotomous variables representing selected components of
DSM-IV-TR PTSD symptom criteria: group B (meeting ⩾1 of 5
possible intrusion symptoms), group C (meeting ⩾3 of 7 possible
avoidance/numbing symptoms), group D (meeting ⩾2 of 5
possible hyperarousal symptoms), and criterion F (clinically sig-
nificant distress or functional impairment). Additionally, compo-
nents of symptom group C were divided into symptom subgroups
for avoidance (meeting ⩾1 of 2 possible avoidance symptoms)
and numbing (meeting ⩾2 of 5 possible numbing symptoms).
Data analysis was conducted using SAS 9.4 (SAS Institute, Inc.,
Cary, NC). Descriptive statistics include raw numbers, propor-
tions, means, and standard deviations (SD). Dichotomous
variables were compared using two-tailed chi-square tests, substi-
tuting Fisher’s exact tests for instances of cell sizes <5.
Analysis of a two-tailed binary logistic regression model
(PROC LOGISTIC in SAS) was conducted to predict criterion F
(dependent variable representing an outcome of interest) from
symptom groups (independent variables) entered simultaneously
together in the same multivariable model. Demographic variables
(sex, age, race, college education, and marital status) were entered
simultaneously into all of the models as covariates. The number of
fatalities in the disaster was also included as an independent cov-
ariate because prior research has shown that it is the scope and
magnitude of the disaster rather than the type of disaster that is
associated with PTSD (North et al., 2012). A second model was
also tested, substituting avoidance and numbing symptom sub-
groups for group C. Similar models were examined for the four
different types of disasters in subsets of the data. To correct for
type-I errors arising from multiple comparisons, statistical signifi-
cance was set as α < 0.005.
Results
Table 2 provides demographic characteristics for the entire sample
and subsets by disaster type. The collective membership of the
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merged disaster sample (N = 1187) had a slight female preponder-
ance, more than one-fourth were nonwhite, and the median age
was 41 years; more than one-third were college-educated and
nearly two-thirds were married. One-fourth of the entire sample
met criteria for disaster-related PTSD. The number of months
elapsed between the disaster and collection of data was not asso-
ciated with meeting criterion F.
Table 3 lists the prevalence of DSM-IV-TR PTSD criteria.
About three-fourths of the entire sample met criteria for groups
B and D, but less than one-third met criteria for group
C. Criterion C was less prevalent than criterion B (χ2 = 538.99,
df = 1, p < 0.001) and criterion D (χ2 = 465.41, df = 1, p < 0.001),
but criteria B and D did not differ in prevalence. Nearly one-half
had the avoidance and one-fourth had the numbing subgroups.
The numbing subgroup was significantly less prevalent than the
avoidance group (χ2 = 169.63, df = 1, p < 0.001). Nearly one-half
of the sample met criterion F.
Bivariate comparisons were made between symptom groups
and criterion F, beginning by examining the proportions of
those meeting symptom group criteria who also met criterion
F. In the entire sample, 58% (532/911) of those meeting symptom
group B, 84% (295/351) of those meeting group C, and 61% (537/
874) of those meeting group D also met criterion F (not shown in
tables). The proportion meeting criterion F was significantly
higher for those meeting criterion C than for those meeting
group B (χ2 = 73.79, df = 1, p < 0.001) or group D (χ2 = 58.72,
df = 1, p < 0.001), but was not significantly different for those
meeting group B than group D (χ2 = 1.72, df = 1, p = 0.190).
Table 1. Description of disasters by disaster type and survivor samples





Natural disasters (N = 302)
Madison, FL tornado 4/19/88 Without warning, an F-4 tornado ripped a mile-wide path through town,
killing 4 and injuring 17.
1 40
St. Louis, MO area floods 4/15/93 Mississippi River and its tributaries caused spring and summer flooding
across nine states, resulting in five flood crests in the St. Louis area,
covering much of the area with water for months with five. When levees
were breached, 5000 homes were flooded and 27 lives were lost.
4 135
Northridge, CA, earthquake 1/17/94 A Richter-level 6.7 earthquake killed 72 and seriously injured 1500. 3 127
Technological accidents (N = 78)
Indianapolis, IN hotel-plane crash
10/20/87
An Air Force jet fighter crashed into the airport Ramada Inn lobby, with
10 fatalities.
1 17
Oakland/Berkley, CA firestorm 10/
20/91
A massive firestorm spread fed by strong Santa Ana winds after a 5-year
drought destroyed nearly 3000 homes in 3 days, killing 25 and injuring
150.
4 61
Multiple-shooting incidents (N = 222)
Russellville, AR businesses shooting
rampage 12/28/87
A 47-year-old man murdered 14 family members in his rural Dover,
Arkansas mobile home outside and proceeded to engage in a 35-min
shooting spree across four businesses in Russellville, killing two and
injuring four.
1 11
Killeen, TX cafeteria shooting
rampage 10/16/91
A gunman drove his truck through the front window of Luby’s cafeteria
and proceeded to systematically shoot at 150 captive customers and
employees for 15 min, killing 24 and injuring 20.
2 123
Iowa City, IA university campus
shooting rampage 11/2/91
A disgruntled graduate student went on a shooting rampage in the
Physics Building and across the campus, killing six university professors,
students, and staff and seriously injuring a receptionist.
1 9
Clayton, MO, courthouse shooting
rampage 6/5/95
During courthouse proceedings, an estranged husband shot his wife,
both parties’ lawyers, a judge, and stalked the hallways for 10 min, killing
one person and injuring five.
2 79
Terrorist incidents (N = 585)
Oklahoma City, OK Murrah Federal
Building bombing 4/19/93
Domestic terrorist bombing of Alfred P. Murrah Federal Building killed
167 (19 children) and injured 684.
6 182
Bombing of US Embassy in Nairobi,
Kenya 8/7/98
Suicide bombers in trucks filled with explosives parked outside the
embassy and detonated. The blast killed 213 people and injured an
estimated 4000.
8–10 227
New York, NY World Trade Center
(WTC) terrorist attack 9/11/01
Two hijacked planes were crashed into the North and South towers of
the World Trade Center in New York City. In less than 2 h, both towers
collapsed. The attacks killed 2596 people in New York City and injured
>6000.
35 176
Total (N = 1187)
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More than one-half (57% and 53% respectively) of those meeting
groups B and D in the absence of group C (i.e. largely normative
trauma responses) did not meet criterion F. Overall, 84% (283/
337) of those meeting criteria for all three symptom groups also
met criterion F, and only 5% of the sample (54/1181) met criteria
for all three symptom groups without meeting criterion
F. Specifically, 84%, (295/351) of those meeting group C also
met criterion F, and only 5% of the sample (56/1181) met
group C criteria without meeting criterion F. (Of note, 96%
(338/352) of those meeting group C criteria met criteria for all
three symptom groups.) Thus, the contribution of criterion F to
the diagnosis of PTSD was to disqualify 5% of the sample meeting
symptom criteria for the diagnosis of PTSD.
Additionally, 64% (394/619) of those meeting the avoidance
subgroup and 83% (258/312) of those meeting the numbing sub-
group also met criterion F. The proportion meeting criterion F
was significantly higher for meeting the numbing subgroup
than for meeting the avoidance subgroup (χ2 = 35.84, df = 1, p <
0.001). More than one-half (52%) of those with avoidance in
the absence of numbing did not meet criterion F; in contrast,
few (17%) of those with numbing did not meet criterion F.
Conversely, those meeting criterion F were also examined for
the proportions also meeting symptom group criteria: 50%
(281/564) of those meeting criterion F failed to meet all three
symptom groups. This relationship was almost identical to the
association of group C with criterion F: 48% (269/564) of those
who met criterion F failed to meet group C criteria. Among
those meeting criterion F, only 6% (32/564) failed to meet
group B and 5% (27/564) failed to meet group D.
A multivariable model was tested to predict PTSD criterion F
(dependent variable) from a list of independent covariates entered
simultaneously into the model including PTSD symptom groups
B, C, and D, demographic variables (sex, age, race, college educa-
tion, and married status), and number of fatalities in the disaster.
A similar model was tested substituting the avoidance and numb-
ing components of symptom group C for that symptom group,
and holding all the other covariates constant. Table 4 lists the
findings of the variables with significant associations with
criterion F. Demographic variables were not associated with cri-
terion F in these models and are thus not listed in Table 4. In
the first model, groups C and D were independently associated
with criterion F, but group B was not. Additionally, the number
of disaster fatalities was independently associated with criterion
F. Specifically, groups C and D had approximately 5–6 times
greater likelihood of meeting criterion F. In the second model
examining the avoiding and numbing components of group C
separately, in addition to group D, numbing was independently
associated with criterion F, but avoidance was not. Similarly, the
number of disaster fatalities was independently associated with
criterion F.
These models were further examined specifically for the
subsets of data pertaining to natural disasters, technological
accidents, multiple-shooting incidents, and terrorist incidents
(detailed findings are available in an online Supplementary
Table). The findings for natural disasters, as for the entire sample,
found both groups C and D as well as numbing to be significantly
associated with criterion F, but the models for the technological
accidents yielded no significant associations with criterion
F. The models for the multiple-shooting and terrorist incidents
yielded findings similar to the models for the full sample with
the exception that group D was not associated with criterion F.
Discussion
This study examined the association of DSM-IV PTSD symptom
groups with clinically significant distress or functional impair-
ment (DSM-IV criterion F) in a large survivor sample across 12
different disasters, with a focus on the respective association of
symptom group C (and especially its numbing component)
with distress and impairment. Group C prevalence was low com-
pared to groups B and D prevalence, and the association with dis-
tress and impairment was more robust for group C than for group
D and not present for group B. Numbing prevalence was lower
than avoidance prevalence, and the association of numbing with
distress and impairment was more robust for numbing than for
avoidance. Thus, group C – and particularly numbing – was
less common and more associated with distress and impairment
compared to the other symptom groups.
In this study, the overwhelming majority of disaster survivors
who met group C also met distress and impairment criteria, but
only half of those who met distress/impairment criteria also
met group C. Therefore, group C identified most of those deter-
mined to have psychopathology by distress/impairment criteria,
but this criterion did not identify half of those with group C
(which is an established marker for psychopathology and is
required for the diagnosis of PTSD). Additionally, more than
half of survivors meeting criteria for groups B and D in the
absence of group C and more than half of those with avoidance
in the absence of numbing did not meet distress/impairment cri-
teria, but few of their counterparts (those with group C or numb-
ing) did not meet distress/impairment criteria. This suggests that
the symptoms of more than half of those who met groups B and
D alone or who met avoidance without numbing may represent
normative, highly prevalent, emotional responses to trauma
exposure. Conversely, it also suggests that group C (and
Table 2. Demographic characteristics of the sample
Demographic variable
N 1187
% Male sex 44%
Mean (SD) age 43.6 (13.8)
% Nonwhite 28%
% College education 40%
% Currently married 64%
% Disaster-related PTSD 25%
Table 3. DSM-IV-TR PTSD criteria for the entire sample and by disaster type
PTSD criterion % (n)
Group B (intrusive re-experience) 77 (916)
Group C (avoidance and numbing) 30 (352)
Avoidance 52 (622)
Numbing 26 (312)
Group D (hyperarousal) 74 (877)
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particularly numbing) is almost always pathological as deter-
mined by the distress/impairment criterion.
In the multivariable models, group C and the numbing com-
ponent specifically were strongly associated with distress/impair-
ment. Group D was also associated with distress/impairment
but the relationship was not as strong as for group C, and
group D’s relationship with distress/impairment was not present
in the multiple-shooting and terrorist incidents. Several other
studies have examined the association of the two components
of the distress/impairment criterion with PTSD symptom groups.
Two studies examined the association of subjective distress and
PTSD symptom groups. A study of disaster workers using
the Clinician-Administered PTSD Scale (CAPS) for DSM-5
(CAPS-5) found that subjective distress was associated with
PTSD groups B and C but not with group D (Hunnicutt-
Ferguson et al., 2018). A study of combat veterans using the
CAPS for DSM-IV (CAPS-IV) found that subjective distress
was associated with both groups C and D but not with group B
(Shea et al., 2010). Thus, even though these studies differed on
the associations of groups B and D with subjective distress, they
both agreed that group C was significantly associated with sub-
jective distress.
Six studies have examined the association between functional
impairment and PTSD symptom groups. The above-mentioned
disaster worker study found that functional impairment was asso-
ciated with groups B, C, and D (Hunnicutt-Ferguson et al., 2018),
but the above-mentioned combat veterans study found that
functional impairment was associated only with groups C and
D (Shea et al., 2010). A study of tobacco-dependent veterans
with chronic PTSD (Harder et al., 2011) and a study of women
with PTSD associated with childhood/adult physical/sexual
assault (Shnaider et al., 2014), both using the CAPS-IV, found
functional impairment to be associated with both numbing and
group D. A study of motor vehicle accident survivors using the
CAPS-III-R found functional impairment to be associated with
numbing, avoidance, and groups B and D, but the only consistent
association was with the numbing subgroup (Kuhn et al., 2003).
Finally, a study of Kosovo peacekeepers using the PTSD
Checklist for DSM-IV found that functional impairment was
somewhat associated with avoidance and strongly associated
with arousal (Maguen et al., 2009). Therefore, although many of
these studies found functional impairment to be associated with
all three symptom groups and with both numbing and avoidance
components of group C, the most consistent and strongest
associations were with group C and especially with the numbing
component, with group D less consistently associated.
Although the current study did not separate the distress and
impairment components of DSM-IV criterion F in its analyses,
the findings that group C and particularly the numbing compo-
nent were most strongly associated with criterion F agrees with
the findings of other studies that group C and particularly the
numbing component were most consistently associated with
both distress and impaired functioning. The current study’s find-
ing that group D was also somewhat associated with criterion F is
consistent with findings in other studies that group D had add-
itional associations with distress and functional impairment.
Thus, the findings from the current study and from other lit-
erature summarized above that group C and the numbing compo-
nent specifically are central to the distress/impairment criterion in
PTSD are also consistent with the understanding of group C and
the numbing component specifically as central to the psychopath-
ology of PTSD described in the literature (Foa et al., 1995; Feeny
et al., 2000; Carper et al., 2015). Analysis of this large disaster sur-
vivor database further found that the addition of the distress/
impairment requirement broadly across the psychiatric diagnoses
in DSM-IV added little value to PTSD criteria. The analysis
demonstrated that the role of the distress/impairment criterion
in the final diagnosis of PTSD was relatively small because it lim-
ited the diagnosis beyond the symptom criteria by only 16% of
those meeting the symptoms criteria or 5% of the entire sample.
Because the ability of group C to differentiate the psychopath-
ology of PTSD from normative response has already been well
established and meeting group C criteria was virtually synonym-
ous with meeting all symptom group criteria, it can be inferred
that the distress/impairment criterion added little to enhance
the ability of group C to differentiate PTSD psychopathology
from normative responses.
Additionally, the finding in this study and in the extant
literature that group D appears to have variable associations
with distress and functional impairment independent of effects
of the other symptom groups suggests that hyperarousal symp-
toms may sometimes have clinical implications even in the
absence of PTSD. This is important because hyperarousal symp-
toms are very common, occurring in more people without than
with PTSD. The distress and impairment associated with hyper-
arousal may warrant interventions outside of formal PTSD treat-
ment, such as psychological first aid and social and emotional
support.
Table 4. Significant odds ratios in multiple logistic regression models predicting PTSD criterion F from symptom groups and demographic variables
β S.E. Wald χ2 p OR 95% CL
Model 1
Group C 1.60 0.19 72.12 <0.001 4.93 3.41 7.12
Group D 1.71 0.26 45.52 <0.001 5.54 3.38 9.11
# Disaster fatalities 0.00 0.00 15.39 <0.001 1.00 1.00 1.00
Model 2
Numbing 1.42 0.19 55.34 <0.001 4.15 2.85 6.04
Group D 1.69 0.25 44.16 <0.001 5.42 3.29 8.93
# Disaster fatalities 0.00 0.00 14.60 <0.001 1.00 1.00 1.00
Independent covariates included in these models include individual demographic variables (sex, age, race, college education, and married status) and number of fatalities in the disaster.
Only independent variables significantly associated with the dependent variable in the models are listed. Statistical significance was set as α < 0.005 for results in this table.
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A strength of this study was the large sample of 1187 disaster
survivors from 12 different disasters studied with consistent
methods that allowed merging of data from different disasters
of all types and across many geographic locations. Additional
strengths were the structured diagnostic interviews and careful
determination of disaster trauma exposure, with all survivors
having disaster trauma exposures and most having direct expo-
sures. Importantly, because the entire sample had PTSD criterion
A disaster trauma exposures, collection of PTSD symptom data
was appropriately limited to those with qualifying exposures in
this study.
Despite its important strengths, this study also had several
noteworthy limitations. The data were collected before the publi-
cation of DSM-5 criteria, and thus the analysis was limited to
DSM-IV-TR criteria, and the new DSM-5 PTSD criterion D
could not be fully examined beyond the symptoms common to
DSM-IV criteria. Additionally, the distress and impairment com-
ponents of criterion F were not separated in the database for this
study and therefore could not be examined separately. More fun-
damentally, the operationalization of ‘clinically significant distress
or functional impairment,’ despite the specific language provided
by the DIS, has long represented an incompletely resolved issue in
the assessment of psychiatric disorders (Frances, 1998; Beals et al.,
2004). Disaster-specific differences in time elapsed from the date
of the disaster to assessment varied up to 35 months, but for most
of the disasters the data were collected within 6 months. Because
disaster-related PTSD prevalence was the focus of the study, the
variability of time to assessment is of less concern than if current
PTSD or PTSD remission had been the focus, as previous work
with these datasets has determined that delayed-onset PTSD is
uncommon after disasters (North et al., 2011a; North and
Oliver, 2013).
These findings have practical implications for revisions of the
major diagnostic criteria. PTSD criteria in the proposed 11th edi-
tion of the International Classification of Diseases (ICD-11)
(World Health Organization, 2018) have been streamlined to
remove nonspecific symptoms comorbid to other disorders, in
efforts to improve discriminant validity and reduce diagnostic
overlap (Friedman, 2013; Brewin et al., 2017). As a result, all
the numbing symptoms have been removed from the proposed
ICD-11 PTSD criteria. Because the findings from this and other
studies have demonstrated numbing symptoms to be core
indicators of PTSD psychopathology as well as the strongest
predictors of distress and impairment, their removal may exclude
the symptoms most critical to the psychopathology of PTSD
(Mitchell et al., 2017). The division of the former DSM-IV-TR
group C (avoidance/numbing) into two new symptom groups
for the DSM-5 revision of PTSD criteria generated an avoidance
group (consisting of the two DSM-IV-TR avoidance symptoms)
and an altered cognitions and mood group (consisting of seven
symptoms, including four of the five DSM-IV-TR numbing
symptoms) (North et al., 2016). Because this and other studies
have not consistently found avoidance specifically to be associated
with either the psychopathology of PTSD or the distress/impair-
ment criterion, the two-symptom DSM-5 avoidance criterion
has questionable utility. Because data from this and other studies
have demonstrated that numbing symptoms are pivotal both to
the diagnosis and to associated distress and impairment that are
central to processes such as disability determination, future revi-
sions of both sets of criteria may benefit by revisiting these find-
ings to possibly re-include a prominent numbing symptom
section.
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